MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-03671"7

DERPARTMENT OF PUBLIC HEALTH AND WELFARE

Registeati .- é é e AS e . [ STATE FILE NUMBER
R’ mr.mon District No. i i 3 PR . . )
DO NOT WRITE AMENDED IF istrict b - rimary Registration District No £ Tstrar's No. _ -_T)_'_______

ON THIS $TUB n_x 4 UU F+] ‘%gut) =
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. institution: Residence before

a. COUNTY \72 /'/'"' ERSO ,J . a. STATE b. COUNTY_ =T g sdmisslon)

b. CéLY [If putsida corporate limits, gluo’OWNSHIF)onIy} .| .Length of stay in 1b: . CITY ’ Inside Limits

TOwN Valle | — ron $E So7® Yor 3 Mo,

c, FRLL NAME OF (If NO'I':n howpital, nive focaphon) inside Limits d. STREET (If outside, give location) Reside on Farm

'I.'NOSSTF:"'L?IIIOONR 9?/ W WP J Yes ] Nnﬂ ADDRESS m :# & Ye:a_ Ne [
a. g:p!:!mosfgf;:usm ' First jﬁ e ’__ tast 4, DATE Manth Day Year
APENS E BRI ,Ze’@.aus ixm fepr 29 /745

- 5. 5E bLjOI. R OR AACE:- | 7. Marndd {0 Never Merried T DATE OF RIRTH | 9- AGE (last birRday) | IF_ UNDER 1 YEAR iF UNDER 24 HR
Q‘ : : - . B, H | Min.
1L }Vidowa?ij Divorced [ 23 é 3 W‘T gs lours in
10a, USUAL QCCUPATION {Give kind of work-done | T0b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (City and stata or.country) [ 12, CITIZEN OF WHAT COUNTRY
duringgnost of working life, even if retired) m M
- MM . S',

4

13e. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
. . B
,_.Zsﬁgfﬁgg ;/2.&( Zag Q/E/LA? 771 LKINS O S
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address
{Yes, no,. nown) | (I yas, give war ar dates of sarvid J‘
;g‘; J e ﬁ/”.f‘s /f W o7v

18. CAUSE OF DEATH [Enter only one causs per line —rr—y—r — INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE () ”’421 P éﬁgé‘c: ¥ L'-// LN/ f ey ———

Conditions, if any, DUE TO (b}
which gave rite 1o

above cauvia {a), .

stating the under- .
lying cause last. DUE TO {c)

PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but wot related to the terminal PART (15, #f deceased was female wa
disease condition given in PART I (a} there a pregrancy in last 90 days.

[ O ves I O Ne I [J Unknown
9. WAS AUTOPSY | 20u. Acc.&;m SUICIDE — ROMICIDE 705, DESCRIBE HOW INJURY OCCURRED, (Enter naturs of infury In PART 1 of FPART II of item 16

FEESERTN L Sfo  Feiolbat-

2oc. TIME OF  Houl  Month, Day, Year |

7Aoot F-29- &1

“20d. INJURY OCCURRED ' “20e. PLACE OF INJURY (e.g., in or about home, 20f CITY, TOWN, OR {OCATION COUNTY

WHILE AT WORK [J fagm; uc! l?raet, office bidg., etc.)
NOT WHILE ‘AT WORK (R, ,Jm 7Y/ ,ﬁ :] ﬁ/ /7, .
A ) - her
21. | sttended the deceased frm__c_Q&L‘/_/ﬁ‘&_L. % < __and Iasr saw iy alive on,

Death occurred at. y [+X7] 7 *_m on tha date stated sbove, and fo the best of my knowledge, from the causes stated.

{Oegree or titla) 22b. ADD) : - Z2c. DAYE SIGNED
W & rroro—o, . FFo-6/
a. BURIAL, CREMATION, 23!; DATE 23c. fme OF CEMETFRY OR CREMATORY 23d. LOCATION (City, town, of county) ; (State)
L [Speci
sy MWOLAY e X /77

UNERAL DIRECTOR %:5 25. DATE RECD. BY LOCAL REG.
// -,iwamu /%me' -(07'9 [0-/- /7453
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MEDICAL CERTIFICATION

USE BLACK INK
. OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : ___. Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer ) J 2 / . /
- ‘ o 1
T ’ L "Licensed Embalmer No j ZZS |
o . ‘ P 0.'Address j E ~g;—°;: %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license). . : )
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. * . . !
If this body is not embalmed, fact should be so stated above. T E




